harness for three months, and was then allowed freedom of movement. At 2 years she was walking reasonably well and at 4 years climbed a 1,600 foot hill with no difficulty; the function at 7 years is extremely good. The epiphyses have developed normally and both knees move from 185 degrees to 45 degrees ( Fig 1B) . Anterior cruciate laxity is considerable but both lateral ligaments are stable and there is good muscle control. It is suggested that about 65 degrees of hyperextension can be tolerated but beyond that figure the hamstrings slip round in front of the femoral condyles and produce a state where there are no muscles capable of flexing the knees. This state is unstable and any attempt at flexion produces true dislocation, with resulting shortening of both quadriceps and hamstrings. In this patient length was regained by traction and then a constant knee flexion force was applied for six months. Attempts to flex the knees without first regaining length are unlikely to succeed.
Moore's Arthroplasty for Primary Osteoarthritis D S Porter FRCS (Rowley Bristow Orthopeadic Hospital)
The operation performed on a patient with osteoarthritis of the hip varies with many factors. In some patients osteotomy or arthrodesis may be contraindicated because of the aftercare required: for this group Moore's arthroplasty is the one we prefer at Pyrford. It is done from behind for the following reasons:
(1) It is quick and gives good exposure, particularly if the upper part of the femoral attachment of gluteus maximus is divided.
(2) Following this approach the leg is most stable in external rotation, which is the normal position of the leg in bed.
(3) Because the hip is so stable, the patient can start walking with crutches within two weeks and is usually taking full weight within three months. Between 1957 and 1965, 86 Moore's prostheses were inserted as a primary procedure for osteoarthritis. Of these, 33 patients had their operation within twelve months of the time of review and were therefore excluded from the survey along with 8 others who were not available. This left 45 patients for review. Each was assessed, first as a whole and secondly with regard to three factors: the severity of his pain; the range of movement at the hip; and the degree of independence, before operation and at the time of review.
Results
The main indication for operation was pain, which was the factor showing the greatest improvement: 41 patients had less pain than before operation; 4 were no better but no patient was worse. Stiffness was a relatively minor complaint, but 35 patients had their range of movement increased, usually by 30 or 60 degrees; 10 patients showed no improvement but, again, no patient was stiffer than before operation. Following arthroplasty 26 patients were more independent than before by an amount which was often enough to transform their whole lives; 18 were no more independent and 1 patient with bilateral osteoarthritis was more dependent. These results should be compared with the natural course of the disease untreated: the pain worsens, the hip stiffens and the patient becomes less and less independent. Taking these results as a whole, all 45 patients were improved. We feel, therefore, that for the elderly osteoarthritic, Moore's arthroplasty is an operation which is quick, effective and, above all, gives lasting relief.
Concealed Traumatic Dislocation of the Hip B Helal Mch(orth) FRcs and X Skevis mD (Rowley Bristow Orthopwdic Hospital)
The combination of a femoral shaft fracture and a posterior dislocation of the hip on the same side is unusual. We have collected 13 unpublished cases, 2 of which have come under our care.
The hip dislocation is frequently undiagnosed, for the shaft fracture of the femur acts in a similar fashion to an osteotomy and masks the characteristic hip deformity. As delay in diagnosis of a hip dislocation has grave sequele we have searched for diagnostic pointers. It should be recalled that with any posterior dislocation of the hip, apart from the characteristic deformity, there is elevation of the trochanter, the femoral head can often be felt in the buttock and buttock bruising is common. Some combination of these last three signs is always present, so we would, first, recommend that these signs should be sought routinely as part of the preliminary examination of every femoral shaft fracture. Secondly, an inspection of the X-ray of the femoral shaft fracture is of value. The joints above and below the fracture should, of course, be X-rayed but this, unfortunately, is not an established routine.
